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THE COVER 

The surgical addict — the patient who has a desire for multiple or unnecessary operations — may be 
difficult to recognize or understand. Like the lizard on the cover, the addict will frequently relinquish a 
part of himself in the presence of an unconscious feeling of fear or danger. His motives, both conscious 
and unconscious, have been described by psychiatrists; however, it is enough for the physician to know 
that in many instances such a patient is seeking an answer to some psychological need. Keeping this in 
mind, the physician may be able to prevent the surgery-seeker from damaging himself physically. 
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Q 

OME PATIENTS FEEL THAT when 

bigger and better surgical procedures 
are devised, they must undergo 
them. That surgical addiction exists 
is well known to medical men. How¬ 
ever, the task of recognizing and 
allaying this proclivity in the indi¬ 
vidual patient before multiple un¬ 
necessary operations ensue is quite 
a different matter. 

The medical profession as a whole 
deplores unnecessary surgery. The 
American College of Surgeons has 
gone on record to condemn it. And 
physicians representing all the var¬ 
ious specialties unite in impugning 
that small percentage of surgeons 
who may occasionally be overly 
quick to use their scalpels. 

Unfortunately, the medical pro¬ 
fession has less control over the 
patients who go in search of super¬ 
fluous surgery. The physician has 
no way of knowing how many other 
physicians have been previously con¬ 
sulted; how many times the recital 
of symptoms has been rehearsed and 
embellished before a convincing case 






can be made out in favor of some 
operation the patient may desire. 

That the profession regards sur¬ 
gical addiction as serious is attested 
to by extensive statistical surveys 
which reveal that numerous opera¬ 
tions have been performed which 
proved to be neither required nor 
relief-giving. The majority of these 
surgical procedures were prescribed 
in the best of faith. But it would be 
difficult indeed to ascertain to what 
extent the patient’s wish for surgery 
may have influenced the physician’s 
ultimate decision to operate on him. 

The statistics are appalling 

Miller made a now-famous sur¬ 
vey of gynecological operations per¬ 
formed in several clinics. His find¬ 
ings indicated that some 78 per cent 
of the ovaries and 30 per cent of the 
uteri removed contained no patho¬ 
logical lesions whatsoever. 

Macy and Allen followed 235 
patients for six years, during which 
time 200 of them underwent 289 
operations despite the fact that they 



revealed no evidence of organic dis¬ 
order. Of these 200 patients, 156 
were women and over half of them 
were operated on for pelvic distress. 
Following surgery, not one of these 
showed any appreciable relief of 
symptoms. 

Browne, McHardy and Welco 
studied 250 patients with gastroin¬ 
testinal complaints but with no con¬ 
vincing evidence of organic disorder. 
They found that 51 per cent had 
undergone operations which failed 
to relieve their symptoms. 

McGeorge investigated 132 fe¬ 
males hospitalized for nervous and 
mental disorders and found that 16 
per cent had undergone ill-advised 
surgery, for psychogenic complaints. 

Ulett and Gildea compared 214 
chronically psychoneurotic women 
with 100 women selected as controls 
who were psychologically well ad¬ 
justed. They found that 60 per cent 
of the psychoneurotic group had 
been subjected to major surgical pro¬ 
cedures, 43 per cent of which in¬ 
volved gynecological procedures. Of 
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the control group, only 32 per cent 
had undergone major surgery and 
only 15 per cent of these operations 
were pelvic. 

A survey by Bennett disclosed 
that 150 psychoneurotic patients 
underwent 244 operations before 
their illness was recognized as psy¬ 
chogenic. The impact of this survey 
is further strengthened by the fact 
that the surgical procedures em¬ 
ployed were not curative, but when 
their illness was finally diagnosed as 
psychiatric and psychotherapy was 
provided, 80 of these patients were 
fully recovered. Commenting on the 
documented evidence of the Bennett 
survey, Dr. Karl Menninger pointed 
out that “many of these patients 
demanded the type of treatment 
they received,” prior to the psychi¬ 
atric diagnosis and institution of 
psychotherapeutic measures. 

Various psychological motivations 
are suggested 

Psychiatrists have long conjec¬ 
tured on the motivations which 


prompt the patient’s quest for sur¬ 
gery. A classic treatise prepared by 
Dr. Karl Menninger two decades ago 
is still extensively quoted in recent 
literature dealing with the problem 
of surgical addiction. This delves in¬ 
to the possible psychological mech¬ 
anisms underlying the patient’s de¬ 
sire for surgery and attempts to 
show why any procedure as painful 
and incapacitating as an operation 
could appear desirable from the pa¬ 
tient’s viewpoint. 

Perhaps the motive most easily 
understood is that of secondary gain. 
Many disagreeable alternatives may 
be temporarily averted through 
“surgical default.” In many cases, 
this can hardly be described as an 
unconscious mechanism, for the pa¬ 
tient may knowingly solicit surgery 
as a solution for some insurmount¬ 
able emotional problem. The patient 
may feel, somehow, that by being 
sick and helpless for a while, he may 
regain the waning attentions of a 
recalcitrant spouse, or postpone for 
an indefinite period some dreaded 


event, such as marriage, divorce, or 
entry into the armed forces. In a 
situation such as this, the operation 
becomes a “lesser of two evils” solu¬ 
tion and a temporary stopgap in 
which valuable time is gained to pur¬ 
sue a new course. In addition, the pa¬ 
tient acquires a sympathy-provoking 
condition which (he hopes) may be 
just what is needed to alter the un¬ 
favorable turn of events. Thus, when 
a patient attempts to exert pressure 
in favor of a surgical procedure, it 
may be quite illuminating for the 
physician to study rather closely the 
patient’s emotional status and im¬ 
mediate life situation. 

More insidious, however, and 
certainly more difficult to recognize, 
are those factors which are totally 
unconscious and which answer a 
deeper, less rational need of the pa¬ 
tient. Psychiatrists claim that often 
the very appearance of symptoms 
for which surgery would be indi¬ 
cated is dictated by the patient’s un¬ 
conscious. Among the deeper uncon¬ 
scious motivations for an addiction to 
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surgery is that the surgeon may 
represent an authoritative, paternal 
figure which the patient desperately 
needs—a father-image which relieves 
the patient for a time of the trouble¬ 
some burden of making his own in¬ 
dependent decisions. 

For some persons, the hospital ex¬ 
perience may gratify latent exhibi- 
tionistic tendencies, but this is more 
likely to be found in the timid, re¬ 
tiring type of person for whom 
bodily display would be a little more 
difficult than for the average. 

A means of atonement for deep, 
unconscious guilt feelings may be 
provided by the physical pain in¬ 
cident to an operation. To those psy¬ 
chiatrists who accept Freud’s con¬ 
cept that a “death wish” competes 
with the force for self-preservation, 
it appears reasonable to think in 
terms of “partial suicide.” This sug¬ 
gests that the patient unconsciously 
decides to compromise by giving up 
part of the body rather than submit 
to total annihilation. 

It is not necessary to accept every 
premise which has been advanced 
by psychiatrists in their studies of 
polysurgery. It is sufficient for the 
physician to know that in many in¬ 
stances repeated attempts to obtain 
surgery are in answer to some psy¬ 
chological need. If he keeps this in 
mind, the physician will be less 
gullible and less pliable in the hands 
of the patient who seeks unneces¬ 
sary operations. 

Possible "signs” of the surgical addict 

Whenever it appears that a pa¬ 
tient is trying unduly to influence 
the therapeutic course in favor of a 
surgical procedure, the physician 
should be alert to the possibility of 
some psychic motivation. If the pa¬ 
tient reports that some other physi¬ 
cian or physicians have refused to 
operate on him, it will be well to 
discover why. A most convincing 
sign of the tendency to surgical ad¬ 
diction is a body bearing multiple 
operative scars. Also, “symptoms” 
which bespeak psychosomatic illness 



and are inconsistent with organic dis¬ 
orders are frequently offered by 
these patients. These will vary with 
the organ system supposedly in¬ 
volved, but among the more familiar 
ones are sweating, tachycardia, hy¬ 
perventilation and elevated systolic 
blood pressure. In gynecological 
practice, in which a large percentage 
of surgery-seeking women are seen, 
further signs are vaginospasms and 
an oversensitive fundus during pel¬ 
vic examination, a “tight” abdomen, 
pruritis vulvae, and various illogical 
menstrual complaints. Many author¬ 
ities have pointed out that the more 
inexplicable the symptoms, the more 
they are likely to be psychogenic. 

Avoidance of the poly surgical pitfall 

Whenever the physician feels, 
from his own personal observation, 
that exploratory surgery is indicated, 
an operation of course should be 
advised. Many obscure pathological 
conditions are detected only through 
exploration. Beliak warns of the 
danger, too, in withholding or post¬ 
poning a needed operation because 
of obvious psychic disturbance. But, 
as Elman points out, it is never the 
aim of surgery to remove “normal 
parts of abnormal people.” 

The psychiatrically-oriented phy¬ 
sician is ever alert to the correlation 
between physical and psychic illness. 
No psychogenic disorder can be di¬ 
agnosed unless the physician first 
suspects that it exists. And in order 
to recognize the psychosomatic com¬ 
ponent of any illness, the patient’s 
emotional and situational stresses 
must be evaluated. Further, the 
physician should endeavor to deter¬ 
mine whether the symptoms are 
psychological, in accordance with 
known organ function. 

Dr. Walter L. Thomas has sug¬ 
gested several useful measures by 
which this may be accomplished. 

First of all, he warns, do not be in 
too great a hurry. Be patient and 
invest a little time in obtaining the 
patient’s story. Although what the 
patient is saying may not seem im¬ 
mediately relevant, there is nothing 
irrelevant when one considers why 
the patient needs to say it. Let the 
patient talk freely, and draw him 
out by occasionally repeating a 
phrase after him. When the voice 
changes tone, or the patient becomes 
positive and insistent in his means 


of expression, an emotionally- 
charged situation may be suspected. 
Closer questioning then may un¬ 
cover some troublesome emotional 
state which is closely allied with the 
symptoms. There are several leads 
the physician may employ in ques¬ 
tioning the patient. For example, 
the question “what did you do 
then?” elicited this response: “Well, 
finally the pain got so bad, I had to 
call my husband back from his 
mother’s house.” Jealousy, frustra¬ 
tion and rage are productive of very 
real pain, and frequently the patient 
cannot distinguish the mental com¬ 
ponent in physical pain. Nor can 
the physician if he does not take the 
time to find out about it. 

In selecting a physician to con¬ 
sult, the patient invariably seeks 
out an individual he holds in the 
highest regard. The patient looks to 
his physician to provide the emo¬ 
tional support he needs. This is not 
accomplished automatically, or with¬ 
out a warm, personal interest in the 
total fabric of the patient’s troubles. 
Since so large a part of human suf¬ 
fering is mental, it is not enough to 
take at face value whatever the pa¬ 
tient says outright, to rely on physi¬ 
cal signs and laboratory findings 
alone, to concentrate on the diseased 
part, rather than the disordered in¬ 
dividual. The best interests of the 
patient are served by studying the 
whole patient and getting the whole 
story, and only then deciding 
whether or not he really needs the 
proposed surgical procedure. 
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M T Burgholzli, Switz- 
f i erland in the early 

part of this century, a distinguished 
group of psychiatrists were enthu¬ 
siastically learning about the sub¬ 
ject of psychoanalysis. The Director 
of the Psychiatric Clinic at Zurich 
at that time was Eugen Bleuler, and 
in this group was Carl Gustav Jung, 
who was senior staff physician, 
chairman of the psychoanalytic 
circle, and an ardent supporter of 
the theories of Sigmund Freud. Jung 
had studied medicine at the Univer¬ 
sity of Basel and had spent one se¬ 
mester at the Salpetriere in Paris. 
While there, he had studied under 
the tutelage of Pierre Janet, as Freud 
had studied under Charcot, a genera¬ 
tion before him. 

Jung published many papers 
while at Burgholzli, and one of them, 
written with Riklin in 1904, de¬ 
scribed a new word association test 
which made him famous. It also 
marked the beginning of a new 
phase of psychological study, that of 
interpretative psychiatry. It is of 
interest to note that at this time 
Jung had still to meet Freud in per¬ 
son. That meeting did not take place 
until 1907. 

The years of Freud’s and Jung’s 
association were productive ones, 
with additional researches into psy¬ 
choanalysis. The break between 


them did not come until 1913, al¬ 
though before that time their in¬ 
creasing divergence of opinions had 
become apparent. In 1912 Jung pub¬ 
lished The Psychology of the Un¬ 
conscious, in which were some criti¬ 
cisms of Freud’s theories. In 1913 
Jung left his own school of psycho¬ 
analysis and, after that, referred to 
his conceptions as analytical psy¬ 
chology and complex psychology. 

There was more than one basis 
for Jung’s intellectual departure 
from the Viennese school. Besides 
personal reasons there were major 
developments in his and Freud’s 
theories that were not compatible. 

Jung made two major contribu¬ 
tions to his subject. One was his 
classification of personality, the 
other the theory of the collective 
unconscious. The latter was an am¬ 
plification of Freud’s idea of the 
“archaic traits”—racial or historic 
concepts, atavistic experiences, psy¬ 
chological symbols. Jung’s idea was 
that of individual inheritance of all 
psychological experience. He saw 
the parts of the personality as the 
ego, the unconscious, the personal 
unconscious, and a collective uncon¬ 
scious. Within the personal uncon¬ 
scious came the drives and emotions 
more primitive than those that are 
readily discernible, yet capable of 
rational control by the will when 


they did rise to the surface of con¬ 
sciousness. The collective uncon¬ 
scious contained the deepest forces, 
instinctual and emotional, that could 
never come to the surface and could 
never be controlled. Repressed ma¬ 
terial and memory came within the 
personal unconscious. At the deeper 
level occurred the archetypes— 
images found in all mythology, folk¬ 
lore, and religions, unshared experi¬ 
ences not consciously integrated into 
the mind, disturbing elements affect¬ 
ing the individual regardless of ex¬ 
trinsic influence. This group of 
symbols and drives was, according to 
Jung, manifest in visions, dreams, 
hallucinations, and in some of the 
creative processes. 

Jung’s other major contribution 
was his classification of personality 
types, a typology based only on psy¬ 
chological aspects. He did not try 
to attribute the differences to partic¬ 
ular causes with predictable results, 
although he did consider the possi¬ 
bility of constitutional bases. The 
first of the papers on this work was 
published in 1920. The original dis¬ 
tinction was that of extrovert and 
introvert. These terms mean that 
the individual’s fundamental energy 
is projected outward toward the 
world or away from it to his inner 
self. Jung subsequently found this 
grouping to be superficial, because 
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Although Parkinsonism is re¬ 
garded as a neurological disease, 
emotional tension is known to in¬ 
crease the tremor. The course of the 
disease may also be exaggerated by 
trauma, severe infection and emo¬ 
tional upset. Schwab, Fabing and 
Prichard, in an excellent review of 
this question, reported a study of 
some two hundred patients. They 
found that the psychiatric syndromes 
fell into four different groups: (1) 
psychiatric disorders unrelated to 
the paralysis; (2) mental disturb¬ 
ances reactive to the disease; (3) 
psychiatric symptoms produced by 
medication for the paralysis; and 
(4) paroxysmal psychiatric dis¬ 
orders probably related to Parkin¬ 
sonism. 

Group 1: Unrelated psychiatric 
disorders. These disorders may fall 
into either the category of the neu¬ 
roses or the psychoses; but in pa¬ 
tients with Parkinsonism showing 
psychiatric symptoms an adequate 
history is important to determine the 


PSYCHIATRIC DISORDERS 


ASSOCIATED WITH 


ki nsonism 


presence of previous episodes in the 
life of the patient. Naturally, in pa¬ 
tients with Parkinsonism who are 
prone to develop these reactions, the 
additional stress of chronic illness 
may precipitate them again. Other 
than that there is no etiologic rela¬ 
tionship. 

Group 2: Reactive mental disturb¬ 
ances. In this group of patients the 
psychiatric symptoms result from 
the emotional stress produced by 
chronic illness. This is apparently 
the habitual pattern of reaction to 
stress. When their lives are going 
smoothly, they adjust adequately; 
but should they become ill, they may 
develop a variety of psychiatric com¬ 
plaints—depression, excessive worry, 
preoccupation with the symptoms, 
many somatic complaints, sleep ir¬ 
regularity, and irritability. 

Group 3: Psychiatric disturbances 
caused by medication are particu¬ 
larly apt to occur in elderly patients, 
and use of some of the older drugs 
may produce acute confusional 







states. These are similar to other 
toxic reactions, and the physician 
should be on the alert for alterations 
in time and space orientation, delu¬ 
sional ideas, as well as somatic 
symptoms. If the symptoms are 
caused by the drug, they will clear 
up within 48 hours after the drugs 
are withdrawn. Even the newer 
drugs may produce similar states at 
times. 

Group 4: The paroxysmal dis¬ 
orders probably related to Parkin¬ 
sonism. These disorders are charac¬ 
terized by their paroxysmal nature, 
their unusual symptomatology and 
their association with oculogyric 
crises. Oculogyric crises may last 
from a few minutes to an hour and 
usually consist of a first upward de¬ 
viation of the eyes and retraction of 
the head. In some instances the eyes 
may be turned to the right or to the 
left and rarely are fixed in a forward 
stare. It is interesting that the sub¬ 
jective discomfort is usually much 
greater on the side in which the 
Parkinson’s disease is most severe. 
In general these attacks are apt to 
occur late in the day when the pa¬ 
tient is suffering from fatigue or is 
emotionally distressed. There may 
be two or three attacks per day, or 
one every few weeks at regular or 
irregular intervals. During the at¬ 
tacks the patient is helpless, suffers 
pain, and has feelings of terrific 
anxiety. Most attacks end in sleep 
from which the patient awakens 
feeling refreshed; at other times the 
attacks cease spontaneously. Often 
general restlessness, dizziness, flush¬ 
ing of the face, and diplopia occur 
with the attacks. 

Anxiety is one of the important 
symptoms associated with these 
crises. These patients do not reveal 
a past history of anxiety attacks; 
furthermore, the attacks usually dis¬ 
appear when the Parkinsonism is 
under effective medical control. The 
anxiety in these attacks is much 
greater than that in neurotic anxiety. 
Patients experiencing these anxiety 
attacks with their Parkinsonism 
often have the feeling of impending 
death and abject terror. Schwab, 
Fabing and Prichard record a typical 
case history: a 47-year-old woman 
developed stiffness and soreness in 
the right arm and leg with little 
evidence of tremor. Her psychiatric 
history revealed that in the past she 


was an ambitious, over-conscientious, 
serious individual who prided her¬ 
self in perfection. There was no 
history of any mental disorder, and 
with the exception of a bout of severe 
influenza in 1918, she enjoyed 
sound health until the onset of her 
Parkinson’s disease. She had ocul¬ 
ogyric crises for two years, during 
which her eyes rolled upward and 
tended to pull to the right. These 
attacks lasted 20 to 30 minutes. In 
the last six months they were asso¬ 
ciated with feelings of intense anx¬ 
iety and terror which the patient 
was unable to describe. The onset 
of these feelings was sudden, and 
she felt impending doom, was con¬ 
scious of her heart beating fast and 
also of the movement of her eyes. 
Her feeling during these attacks was 
of imminent disaster, and that none 
occurred was always a surprise to 
her. There was an increase in the 
frequency of attacks during a period 
of being overburdened socially, and 
some improvement following a 
change in her medication. 

Obsessive thinking or compulsive 
counting is another phenomenon 
seen accompanying oculogyric crises. 
This may occur in people who 
showed no such personality traits 
prior to their neurological disease, 
or if such traits were present they 
were very mild in degree. Most pa¬ 
tients in this group complain that 
the more they attempted to dismiss 
the repetitious phrase or digits, the 
more severe the obsessive thinking 
became. Some anxiety may also 
accompany this type of disturbance. 

Paroxysmal depression of pro¬ 
found proportion may be associated 
with oculogyric crises. Fortunately, 
it is usually of short duration. It is 
not unusual for persons to feel in such 
helpless gloom that death seems not 
only inevitable but even welcome. 
Suicides have occurred during these 
periods. 

Paranoid ideas with great hostility 
toward the environment have been 
observed during these seizures. In 
some of the patients the hostility is 
limited to the side associated with 
the disease so that, for example, if 
the neurological symptoms were 
primarily on the left side everything 
to the left of the patient might seem 
hostile and unfriendly while that on 
the right seemed normal. 

Another associated symptom of 


these crises is peculiar feelings in 
the limbs. These may be burning in 
the skin, particularly at the back 
of the neck and top of the head; 
feelings of tightness, pressure and 
pain that may be dull or sharp, 
knife-like or burning. At times 
there may be the feeling that deep 
within some one of the limbs is some 
sort of foreign body; these attacks 
very frequently last the whole day 
but at times may be shorter. Some 
of the complaints of pain and heat 
voiced by these patients are quite 
similar to those reported in known 
lesions of the thalamus. 

Schizoid reactions are occasion¬ 
ally reported, as are states of great 
agitation and tension. 

From their study Schwab and his 
associates group their patients into 
three personality types. They found 
one group of individuals who were 
relatively free from conflict, whose 
attitude toward life was realistic 
or perhaps phlegmatic. Psychiatric 
symptoms in this group were rare. 
In their next group the patients were 
more sensitive, submissive and de¬ 
pendent. These traits were not 
marked enough to warrant psychi¬ 
atric diagnosis. About half of this 
group were inclined to psychiatric 
disorders with their neurological 
disease. The third group were pa¬ 
tients with unusually high standards 
for themselves, who were ambitious, 
assertive individuals with no toler¬ 
ance for frustration and disappoint¬ 
ment. This group also included those 
individuals who were inclined to be 
suspicious, demanding, tense people 
as well as the ones who were obses¬ 
sive and perfectionistic in their de¬ 
mands of life. Again, none of these 
traits was of sufficient intensity to 
warrant a psychiatric diagnosis, 
but many in the latter group suf¬ 
fered depressive reactions to the 
Parkinsonism. 

It is obvious then, that the physi¬ 
cian treating a patient with Parkin¬ 
sonism must be aware of and sensi¬ 
tive to the psychiatric disorders in 
these patients. Some have to be 
treated by psychiatric techniques, 
while others are manipulated by 
judicious handling of medications 
used to control the tremor and rigid¬ 
ity of the patients. 

Suggested Reading 

Schwab, R. S., et al: Psychiatric Symptoms 
and Syndromes in Parkinson's Disease, Am. J. 
Psychiat. 107:12 (June) 1951. 
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1 I ypertension is one of the 

most prevalent diseases among * 

“civilized” people. The number of 
persons presenting the signs and 
symptoms of hypertension is appal- * 

ling, and this number is increasing 
rather than decreasing. Despite the 
high incidence, and despite the phy¬ 
sician’s familiarity with the clinical 
picture, the etiology of hypertension 
remains a medical enigma. 

The most confusing and yet the 
most characteristic feature of early 

“essential” hypertension is that the 

sphygmomanometer reading seems 
to be at cross points with organic 
findings in the patient. If close 
scrutiny is then made of the patient’s 
life situation, some environmental 
pressures or emotional conflicts may 
be found which are incompatible 
with a normal and happy adjust¬ 
ment. Many investigators believe 
that psychogenic factors constitute 
the major contributing force during 
the initial stages of the disease. If 
this theory is valid, any form of 
therapy which fails to include some 
form of psychiatric treatment can 
hardly be expected to produce the 
most beneficial results. 

Symptomatology may be misleading 

There are a large number of 
symptoms associated with essential 
hypertension. Some patients present 
only one or two, while others will 
enumerate a long list of complaints. 

Headache is probably the most com¬ 
mon complaint. Constipation may 
be given as a symptom. Quite often .< 

the patient will come equipped with 
a preconceived notion that constipa¬ 
tion has led to auto-intoxication, , 

which in turn is responsible for his 
headaches. This notion is jarred 
from the mind of such a patient only 
with difficulty. Perhaps this is 
understandable in the light of the 
fact that some medical men still 
cling to the idea of colonic irrigation 
as a health measure. Vertigo and 
nausea are also among the chief 
complaints of hypertensive patients. 
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There is usually no justification for 
the severity of these symptoms, on 
the basis of the degree of hyperten¬ 
sion. The physician will want to 
make sure that the presenting com¬ 
plaints are not isolated symptoms 
of some other disorder. If disorders 
other than hypertension are ruled 
out, the patient should be corrected 
in his assumption that his “blood 
pressure” is responsible for all his 
bodily discomforts, lest he develop 
a well-organized cardiac neurosis or 
hypertensive phobia. 

After hypertension has persisted 
in the patient for some time, certain 
arteriolar changes occur. As the 
pathological process continues, the 
hypertension also progresses, yet all 
the while it appears that the symp¬ 
toms are more severe than can be 
accounted for by organic factors. 
Indeed, in the process of essential 
hypertension, the symptoms at no 
time seem to correspond logically 
with the degree of organic change. 

It has been demonstrated repeat¬ 
edly that removal of emotionally 
troubling situations from the life 
of a hypertensive patient is often 
followed by an appreciable lower¬ 
ing of the blood pressure. In some 
instances, the overt expression of 
symptoms will have disappeared 
completely. 

The so-called “hypertensive head¬ 
ache” is illustrative of this principle. 
It has been noted that the headaches 
often complained of by patients suf¬ 
fering from hypertension are not 

* always correlated in degree or in 
time with the episodes of greatest 
hypertension. These headaches may 

• subside following relief of emotional 
trauma, without any appreciable 
change in the blood pressure itself. 
However, this idea may be difficult 
for the patient to accept. It seems 
reasonable (perhaps too much so) 
to assume that hypertension would 
necessarily produce a headache. 
Thus the patient approaches his 
physician in the belief that his head¬ 
ache is caused by “bursting blood 


vessels in the brain.” Often, the phy¬ 
sician will accept this premise, pre¬ 
scribe drugs in an effort to bring 
down the blood pressure or minimize 
the pain without even questioning 
the patient regarding his current 
life stresses. Of course, cerebrovas¬ 
cular accidents, or “little strokes” 
must necessarily be eliminated from 
this category, but when the clinical 
signs present no evidence of these, 
the symptoms can frequently be dis¬ 
pelled with an explanation of the 
relationship between life stresses 
and these physical symptoms. 

Modes of therapy 

The preferred therapy for “essen¬ 
tial” hypertension remains a matter 
of some dispute, although diverse 
measures have been employed by 
investigators, clinicians, surgeons, 
dieticians and psychiatrists, in an 
attempt to stay the progressively 
crippling effects of the disease. 
Among the various therapeutic ap¬ 
proaches to the problem, some 
stress dietary factors, others depend 
on medication, and still others rely 
on surgery to bring about a reduc¬ 
tion in the blood pressure before 
irrevocable organic changes take 
place in the circulatory system. 

To illustrate the different types of 
therapies which have been used for 
hypertension is to reveal the varying 
points of view among physicians 
regarding the etiology. A large num¬ 
ber of hypertensive patients, for 
example, have been restricted to a 
rice diet, with little or no improve¬ 
ment in their symptoms. While 
dietary considerations emphasizing a 
reduction in salt intake may have 
some value in the treatment of 
hypertension, it has not been con¬ 
clusively established to the satis¬ 
faction of all clinicians that diet is 
responsible or curative in the man¬ 
agement of this syndrome. 

Lumbodorsal sympathectomy has 
been used extensively by a number 
of surgeons in an attempt to preclude 
the effects of neurogenic factors. 


This procedure has produced vary¬ 
ing results and therefore cannot be 
regarded as unfailingly reliable. 

Within recent years, the adminis¬ 
tration of hypotensive drugs for 
pharmaceutical ganglion blockade 
has begun to supersede surgery as a 
“less drastic” measure in the control 
of hypertension. However, it is 
debatable whether a drug potent 
enough to produce severe postural 
hypotension should be regarded as 
“less drastic” even than bilateral 
sympathectomy. 

Strangely enough, even though 
all of these therapeutic measures 
have met with but limited success 
in controlling hypertension, the pos¬ 
sible emotional and psychological 
factors are often overlooked. In all 
probability a number of different 
factors are involved, in a well- 
established case of hypertension. 
Indeed, nephrogenic, neurogenic, 
chemogenic and psychogenic factors 
may work together to elevate and 
maintain high blood pressure. Since 
early in the process it is frequently 
demonstrated that no organic dif¬ 
ficulty is present, it would seem 
reasonable to direct the major thera¬ 
peutic effort to psychological factors. 

The psychogenic factor 

Some investigators have proposed 
the suggestion that in the first stages 
of hypertension the only demon¬ 
strable symptoms are those found 
also in patients diagnosed as neu¬ 
rotic. From this suggestion an in¬ 
ference might be made that psycho¬ 
genic factors are more important 
than others in the etiology of hyper¬ 
tension. However, in other types of 
neurotic patients the symptoms may 
crop out in other organs or systems 
of the body. It would seem that “pre¬ 
hypertensives” (those individuals 
who show an inordinate elevation of 
blood pressure under stress) may 
have inherited an innate proclivity 
for diffuse arteriolar spasm. If this 
is true, then it is plausible that any 
stressful situation would produce 
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elevated blood pressure and that if 
this situation persisted, organic dam¬ 
age would occur. 

In a series of controlled tests made 
on such “prehypertensives” by one 
group of investigators, it was found 
that these patients responded to 
stress with a sharp elevation of blood 
pressure. A “normal” control group 
showed a corresponding rise in blood 
pressure under similar stressful 
situations, but the pressure fell to 
normal limits again shortly after the 
stimulus was removed. In the “pre¬ 
hypertensives,” however, the blood 
pressure remained high for a long 
period following incitation and sub¬ 
sequent removal of the stressful 
stimuli. It is difficult to ascertain 
whether this continued elevation of 
blood pressure long after the removal 
of the stimulus was the result of 
exaggerated vasoconstrictive response 
to stress or to the neurotic patient’s 
inability to resolve the emotional 
conflict as quickly as a more normal 
person would. 

Many prominent investigators are 
convinced that emotional disturb¬ 
ance, particularly that resulting 
from suppressed hostility, is a major 
contributor to essential hyperten¬ 
sion. One of the leading authorities 
in the field of psychosomatic medi¬ 
cine, Weiss, writes: “Emotional 
stress at times seems to precede the 
onset of hypertension, and anxiety 
bears a close relationship to the 
aggravation of existing symptoms in 
hypertension.” 

Hambling becomes even more 
specific by saying, “It is likely that 
emotions play a strong role in the 
blood pressure fluctuations of an in¬ 
dividual hypertensive, and that a 
long-sustained situation charged 
with intense but unexpressed hos¬ 
tility may account for clinical deteri¬ 
oration.” 

To those physicians who possess a 
well-defined psychosomatic orienta¬ 
tion, subjecting the patient with 
early hypertensive manifestations 
to any therapy which fails to em¬ 
brace psychological factors seems in¬ 
compatible with the requirements 
and best interests of the patient. 

Control of the psychogenic factor 

In the vast majority of hyperten¬ 
sive patients, deep psychotherapy 
is neither required nor recom¬ 
mended. Often, deep psychoanalytic 


probing, especially in older people 
who make up the largest number of 
hypertensives, may evoke even 
greater anxiety by crumbling the 
patient’s habitual defenses. The end 
result in such a procedure can in¬ 
tensify the symptoms and result in 
further elevation of blood pressure. 

Nevertheless the family physician 
can do much toward alleviating 
some of the anxiety carried by the 
hypertensive patient by employing 



well-established superficial psycho¬ 
therapeutic measures. These meas¬ 
ures could include calm reassurance 
and manipulation of the patient’s 
environment, either physical or emo¬ 
tional, to remove obvious stressful 
circumstances. 

In some patients, mild sedation 
may be necessary to enable the pa¬ 
tient to reduce his over-response to 
stress. Care must be taken, how¬ 
ever, to choose a sedative which 
does not in itself have a hypertensive 
effect. A mixture of chloral hydrate 
and bromides has been found effi¬ 
cacious by some physicians, although 
careful attention must be paid to in¬ 
sure that the individual patient does 
not overdo his medication. It is to be 
remembered that the bromides leave 
a cumulative effect and can cause 
intoxication. 

Alcohol in moderate quantities 
may prove helpful, both as a vaso¬ 
dilator and an aid in the relaxation 
of emotional tensions. Conversely, 
tobacco may prove harmful because 
of its vasoconstrictive properties, yet 
the physician will have to judge on 
the basis of each individual patient 
whether it would be more conducive 
to anxiety for the patient to be 


forced to give up the pleasures of 
smoking. It is often difficult to know 
where to draw the line, but it has 
been suggested that a rise in blood 
pressure of 10 mm. Hg. after smoking 
a cigarette should be considered an 
indication to stop the use of tobacco. 

Regular and frequent visits to the 
same physician can prove most re¬ 
assuring to the hypertensive patient. 
During these visits, anything the 
physician can do to help the patient 
to understand the relationship be¬ 
tween emotional upsets and hyper¬ 
tensive episodes should be most help¬ 
ful, once the patient has himself 
recognized the feasibility of such a 
relationship. In many cases im¬ 
proved emotional adjustment is pos¬ 
sible only following some environ¬ 
mental manipulation. Difficulties 
arising from sexual problems, family 
status, vocational problems or finan¬ 
cial worries may require adjustment 
before the patient can be helped to 
overcome the tensions in his emo¬ 
tional life. 

An interview, guided by the phy¬ 
sician, often proves revealing to the 
investigator and to the patient as 
well. A fragment of conversation 
from a case history recorded by 
Shapiro and his associates illustrates 
this point. The patient, a 43-year- 
old machinist, reported that his first 
“symptoms” of hypertension ap¬ 
peared following union-management 
difficulties beginning in 1944. As 
president of his local union, the pa¬ 
tient had been instrumental in form¬ 
ing the labor-management contract 
in effect at his factory. Shortly be¬ 
fore the onset of his symptoms, this 
contract was broken by a split in 
the union. The following dialogue 
is an excerpt from the clinician’s 
investigation: 

“Q. Did you have anything to do 
with the original contract? 

A. Yes, I was on the original com¬ 
mittee ... I had my heart and soul 
in it. It was almost an obsession. 

Q. What do you mean by an 
obsession? 

A. It was almost my very life. I 
had everything in it. 

Q. Do you think that had any¬ 
thing to do with your medical 
trouble? 

A. Well, not the turn of events in 
itself—no. I don’t think so. I attrib¬ 
ute the trouble more to overexertion 
and loss of sleep. 
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Q. You think it was the hard 
work you put in rather than the 
feeling that you expressed that you 
had your heart and soul in it? 

A. That’s right. 

Q. You’ve done hard work before, 
haven’t you? Did it cause any sick¬ 
ness? 

A. No. 

Q. Do you get mad easily? 

A. No, it takes an awful lot. I 
suffer it in here inside (pointing to 
chest). 

Q. How do you feel when you get 
angry or mad? 

A. I keep it to myself. I choke up 
a little. I get nervous and jumpy.” 

Prior to this interview, the patient 
had no thought of a possible connec¬ 
tion between emotional turmoil and 


The Six Schizophrenias, Re¬ 
action Patterns in Children and 
Adults, by Samuel J. Beck, Ph.D. 
Research Monographs No. 6, pub¬ 
lished by The American Orthopsy¬ 
chiatric Association, Inc., New York, 
1954, 238 pages, $5. The results of 
two researches on schizophrenia are 
reported in this monograph. The 
studies were conducted at the 
Michael Reese Hospital in Chicago, 
during the period from 1947 to 1952 
through grants from the National 
Institute of Mental Health, Depart¬ 
ment of Health, Education and Wel¬ 
fare. Collaboration of psychiatrists, 
psychologists, and social workers 
made possible these descriptions of 
schizophrenic behavior that could be 
clinically demonstrated and scien¬ 
tifically tested. From the coordinated 
findings six reaction patterns were 
discernible which are described in 
this volume. There are 12 chapters, 
of which the introductory one was 
written by Roy R. Grinker, M.D. 
and the chapter on the Q-technique 
and the Rorschach test by William 
Stephenson, Ph.D. In chapter three 


the onset of illness. When it was 
brought out that he had bottled up 
his rage inside him following the de¬ 
feat of his union, it became possible 
for him to comprehend that emo¬ 
tional tension might conceivably be 
translated into hypertension. In the 
above case, the patient would have 
doubtless gone on attributing his 
symptoms to overwork indefinitely, 
had he not participated in several 
interviews with his therapist which 
revealed the strength and destruc¬ 
tiveness of his emotional trauma. 

In summation, it can safely be 
stated that effective management of 
the patient with essential hyperten¬ 
sion requires treatment of the whole 
patient, rather than isolated attacks 
on various aspects of his “disease.” 


the minutes of one research con¬ 
ference are given in full, as an ex¬ 
ample of the procedure. Thirty-five 
bibliographic references were used 
and cited, and an additional 95 are 
included. The volume is indexed 
and the test data are in the appen¬ 
dices. An outline index of the eval¬ 
uation of Rorschach test behavior in 
schizophrenia is also given. 

The initial step in this program 
was the analysis of a series of 
normal adults and children for pur¬ 
poses of comparison. Next came the 
analysis of the known schizophre¬ 
nics, their clinical histories, and test 
results. The psychologic and psy¬ 
chiatric data were then correlated. 
Of especial interest to readers of The 
Psychiatric Bulletin will be the 
comparison of childhood and adult 
schizophrenias, the reemphasis as 
demonstrated by this inquiry of the 
indispensability of clinical investiga¬ 
tion and social work, and in the 
final chapter, the breakdown into 
nine topics of the findings that con¬ 
stitute the contribution of these re¬ 
searches to the problem. 
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The physician who limits his treat¬ 
ment to physical measures alone 
proffers only a portion of the 
therapy readily available. In many 
cases, psychotherapy is the easiest 
therapy of all, and often it can be 
the most effective. 
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Progress and Problems in 
Mental Hospitals, Proceedings of 
the Fifth Mental Hospital Institute, 
edited by Daniel Blain, M.D. and 
Stella B. Hanau. Published by The 
American Psychiatric Association, 
1953, 204 pages, $2.50. The Fifth 
Mental Hospital Institute was held 
October 19-22, 1953, at Little Rock, 
Arkansas, under the auspices of the 
Mental Hospital Service of the 
American Psychiatric Association. 
The reported proceedings include an 
address by Kenneth E. Appel, M.D., 
ten plenary sessions, and summaries 
of the four group sessions. The vol¬ 
ume has a detailed index and a 
geographical roster of the institute. 

The topics under discussion in 
the plenary sessions were: adminis¬ 
tration, follow-up studies, effective¬ 
ness of therapies, legal aspects, 
architecture for geriatric hospitals, 
hospital activity programs, job place¬ 
ment and training for patients, test¬ 
ing and approval of clothing and 
laundry equipment, and training 
and research in state mental health 
programs. 
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■he use op physiological means 
to treat patients with functional ill¬ 
ness is as old as the healing profes¬ 
sion. Clinically effective methods, 
however, have practically all been 
developed in the past two decades. 
In spite of the intensified research 
in the fields of neurophysiology, 
pharmacology and psychology the 
two most widely used physiological 
methods of treatment in psychiatry 
were discovered empirically by 
clinicians. 

Under the general heading of 
“shock treatment,” a woefully un¬ 
fortunate and misleading choice of 
terms, are included insulin coma 
therapy, convulsions induced either 
pharmacologically (Metrazol) or by 
electrical stimulation, and the more 
recent nonconvulsive techniques 
such as electronarcosis. The use of 
insulin will be discussed in a future 
issue of The Psychiatric Bulletin. 

Electro-convulsive therapy, usu¬ 
ally referred to as electroshock or 
EST, is technically a refinement and 
modification of convulsive therapy 
using Metrazol as the convulsant 
agent. In the London Medical 
Journal of 1785, W. Oliver reported 
the successful use of camphor in 
treating a case of “mania.” Exactly 
150 years later L. von Meduna used 
25 per cent camphor in oil injected 
intramuscularly to produce convul¬ 
sions. He had reasoned from the 
empirical observation that schizo¬ 
phrenia and epilepsy rarely occur 
in the same patient, and in patients 
with both afflictions a spontaneous 
convulsion often appears to be 
followed by improvement in the 
psychosis. Although the premise 
from which von Meduna reasoned 
is disputed by some, he did obtain 
clinical improvement in a high per¬ 
centage of his patients. Because of 
technical difficulties in using cam¬ 
phor in oil, he next employed the 
synthetic camphor preparation pen- 
tamethylenetetrazol, known in this 
country as Metrazol, and already 
in wide use as a cardiac stimulant. 

In 1937, U. Cerletti, of Rome, 
Italy, conceived the idea of sub¬ 
stituting electrical stimulation for the 
pharmacological stimulation of Met¬ 
razol. With the technical assistance 
of L. Bini he conducted a series of 
experiments, using pigs as the lab¬ 
oratory animal, to prove that elec¬ 
trically induced convulsions are 



feasible and safe. Cerletti has given 
a dramatic firsthand account of the 
first electro-convulsive treatment 
given a human patient, in Rome in 
1938. The patient, a severe psy¬ 
chotic who was mute and completely 
out of contact, responded gratify- 
ingly by awakening from the first 
treatment fully lucid; he lapsed 
back into his psychosis, in the same 
pattern now so familiar clinically, 


but the effect seemed to be near- 
miraculous to those first observers. 

Many technical refinements and 
modifications have been made in 
the instruments used for electro¬ 
convulsive therapy. The general aim 
has been to achieve clinical improve¬ 
ment with a minimum of the 
transient memory disturbance and 
confusion that these treatments 
always produce. Smoother and more 
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gradual induction of the convulsive 
seizure is also desirable. 

Mode of action 

Though many plausible theories 
have been advanced, the actual mode 
of action of convulsive therapy is 
still unknown. It has been demon¬ 
strated that sub-convulsive reactions, 
either with Metrazol or electrical 
stimulation, are not only clinically 


ineffective but actually tend to pro¬ 
duce a state of severe apprehension 
and anxiety. From this and other 
observations it is felt that the actual 
convulsive seizure is somehow essen¬ 
tial to the therapeutic effect. Since 
transient anoxia is an undeniable 
part of the reaction, patients often 
become alarmingly cyanotic, and 
attempts have been made to dupli¬ 
cate the effect of convulsive therapy 


by producing anoxia by other means. 
Inhalation of nitrogen is one method, 
but so far all these attempts have 
failed to prove effective clinically. 

There is clinical evidence of mild 
to moderate “organic” brain damage 
following a series of convulsive 
treatments. The EEG shows altera¬ 
tions that may endure six months 
or longer, and sensitive psycholog¬ 
ical tests reveal evidence of defect 
similar in nature to that seen in 
cortical disease. Yet for practical 
purposes these effects are always 
transient and in most patients they 
clear up in a few weeks. Some 
patients have received over 200 
treatments over a period of a year 
or two with no clinical evidence of 
any lasting harmful effect. 

Quite a few workers have seri¬ 
ously proposed that the principal 
therapeutic effect is psychological in 
nature. One such theory holds that 
the treatments gratify a need for 
punishment; another idea proposes 
that the treatments constitute an 
overwhelming threat calling forth a 
maximum response of the individ¬ 
ual’s integrative and self-preservative 
resources. 

The facts of clinical observation, 
in the opinion of most experienced 
therapists, are not fully accounted 
for by any of the present theories. 
Practically all are agreed that the 
present method is a crude and un¬ 
refined method of obtaining thera¬ 
peutic results that will some day be 
replaced by more precise and deli¬ 
cate techniques. 

Risks 

The risk to life in convulsive 
therapy is surprisingly small. The 
over-all death rate is about 0.06 per 
cent or 6 per 10,000. In many 
clinics mortality rates as low as 0.03 
per cent have been reported for 
large series of patients. This is a 
lower risk than most minor surgical 
procedures requiring an anesthetic. 
Commonest cause of death is cardiac 
arrest; coronary occlusion and cere¬ 
bral vascular accidents comprise 
most of the balance. Rarely a shock¬ 
like circulatory collapse occurs, par¬ 
ticularly in severely agitated patients 
who have virtually exhausted them¬ 
selves prior to treatment. 

Musculoskeletal injuries are the 
most important nonfatal complica¬ 
tions. Mild compression fractures of 
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a dorsal vertebra are very common 
with the conventional techniques. 
Except for transient local tenderness, 
these fractures practically never pro¬ 
duce symptoms and are of primarily 
medicolegal interest. Fractures of the 
long bones, principally femur or 
humerus, are not rare and as would 
be expected are more prone to occur 
in patients with osteoporosis or in 
the elderly. Almost all patients ex¬ 
perience some muscular soreness 
during a course of treatment. Re¬ 
cent advances in the use of muscle 
relaxants such as curare and suc- 
cinyl choline chloride (Anectine) 
show promise of greatly reducing 
the risk of musculoskeletal injury. 
Injuries to teeth, lips, or tongue are 
comparatively inconsequential but 
may be largely avoided by the use 
of suitable mouth-gags. There are a 
few reported instances of spontan¬ 
eous pneumothorax, of ruptured ab¬ 
dominal viscus, and of hemiplegias 
from cerebral vascular accidents, 
but these are extremely rare. 

Contraindications 

There are no absolute physical 
and/or organic contraindications to 
convulsive therapy. In many dis¬ 
turbed psychotic patients, the risk 
to life may be far greater from the 
untreated psychosis than from treat¬ 
ment. For example, a patient who 
has had a recent coronary infarction 
and who is agitated, hyperactive, 
and sleepless may well stand a 
better chance for survival with con¬ 
vulsive treatment. In less extreme 
circumstances, a recent coronary in¬ 
farction would be a relative con¬ 
traindication. Surprisingly, many 
authors have reported that their 
cardiac deaths more often occurred 
in patients who had no known 
pathological cardiac condition prior 
to treatment; on the other hand any 
large clinic could furnish an impres¬ 
sive series of patients with severe 
cardiac conditions who have received 
electro-convulsive treatment with no 
harmful effects. 

At one time, active tuberculosis 
was felt to constitute an absolute 
contraindication. Recently it has 
been shown that improvement in 
the psychiatric illness usually facili¬ 
tates improvement in the lung 
disease. With the new relaxant 
drugs, patients with fresh fractures 
and also postsurgical patients of all 


categories have been successfully 
treated. The problem is essentially 
the same in all instances, that of 
weighing the possible physical risk 
of treatment against the possible 
risks of the psychiatric illness itself. 

Indications 

The principal indications for con¬ 
vulsive treatment are in the “func¬ 
tional” psychoses, schizophrenia, 
manic-depressive reactions, and the 
so-called involutional psychoses of 
middle and later life. In general, 
shock treatment is used when the 
patient’s grasp of reality is so dis¬ 
torted that he cannot be effectively 
reached for psychotherapy. Severe 
agitation or manic excitement, cata¬ 
tonic withdrawal or depressive 
stupor, strong suicidal urges, and 
malnourishment due to refusal of 
food, may constitute virtual emer¬ 
gency indications for convulsive 
treatment. Depressive reactions are 
most likely to show favorable clinical 
response, particularly where the pa¬ 
tient shows a general physiological 
slowing down, insomnia with nightly 
awakening around 3:00 to 4:00 
A.M., and daily “mood swings” with 
the deepest depression occurring in 
the morning hours. Manic reactions 
tend to respond more slowly and 
show a higher percentage of treat¬ 
ment failures than do depressive 
reactions. Among the schizophrenic 
reactions, the more acute and explo¬ 
sive the onset the more likely is the 
patient to show improvement with 
shock treatment. Even under the 
most favorable conditions the re¬ 
mission rate is much lower in schizo¬ 
phrenia than in manic-depressive 
disorder. The longer the duration of 
illness prior to treatment, the less 
favorable the prognosis in schizo¬ 
phrenia. This does not hold for af¬ 
fective disorders. 

Most authorities agree that con¬ 
vulsive therapy is harmful or at 
least ineffective in the neurotic re¬ 
actions. The main disagreement con¬ 
cerns the so-called reactive depres¬ 
sions, i.e., depressive symptomatol¬ 
ogy in reaction to some traumatic 
experience (death of a loved one, 
financial loss, broken engagement). 
Reactive depression is similar to 
normal grief, but is pathologically 
intense or prolonged or both. Many 
patients exhibit depressive symptoms 
secondary to their neuroses and the 


physician must avoid the snare of 
confusing depressive symptoms with 
a depressive reaction. A few author¬ 
ities claim that true depressive re¬ 
actions usually respond well to con¬ 
vulsive treatment but a great num¬ 
ber of psychiatrists feel that psycho¬ 
therapy is the treatment of choice. 
It would seem evident that shock 
treatment cannot give a patient any 
increased understanding of himself 
or any added strength with which to 
meet future life problems. In fact, 
electroshock therapy may harm the 
neurotic patient by adding to his anx¬ 
iety. The patient’s anxiety centers 
around his loss of self-esteem by 
being subjected to treatment usually 
reserved for persons who have “lost 
their minds.” It has been well dem¬ 
onstrated by clinical fact that remis¬ 
sion with shock treatment offers no 
protection against relapse or recur¬ 
rence of illness. The majority of 
psychiatrists feel that shock treat¬ 
ment should be augmented by psy¬ 
chotherapy, environmental manip¬ 
ulations, and other therapeutic meas¬ 
ures whenever the patient becomes 
accessible to such measures. 

In recent years convulsive therapy 
has been used in the treatment of 
patients with severe agitation, de¬ 
pression, or excited states associated 
with arteriosclerosis or senility. 
Some patients with toxic psychoses 
have been treated symptomatically 
with electroshock during periods of 
intense agitation and excitement. 
These applications of convulsive 
treatment require skilled clinical 
judgment and usually involve some¬ 
what increased risk. 

Since its introduction, convulsive 
treatment has been tried in the 
treatment of alcoholism, homosex¬ 
uality, the sociopathic or psycho¬ 
pathic reactions, and practically all 
the so-called personality disorders. 
There has been no evidence to justify 
its use in any of these conditions. 

In properly selected cases, convul¬ 
sive therapy is of enormous value 
and may greatly shorten the length 
of illness. Yet it is far from being a 
panacea for all emotional illness. 
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Treatment in Psychiatry, Am. J. Psychiat. 
95:1 16 5 (March) 1939. 

Diethelm, O.: Treatment in Psychiatry, New 
York, Macmillan Co., 1951. 

Kalinowski, L. B., and Hoch, P. H.: Shock 
Treatments and other Somatic Procedures in 
Psychiatry, New York, Grune and Stratton, 1946. 
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• The author presents a few com¬ 
mon psychosomatic conditions in 
children and discusses some aspects 
of therapy. Psychosomatic illness is 
defined as the response of the vege¬ 
tative nervous system to emotional 
states, as contrasted with conversion 
reaction in which the symptom rep¬ 
resents a distorted expression of un¬ 
conscious ideas and feelings. 

In commenting on the child- 
parent relationship, he points out 
that the younger the child the more 
important this relationship is in pro¬ 
ducing symptoms. Cases including 
gastrointestinal, cardiorespiratory, 
metabolic, genitourinary, and men¬ 
tal retardation symptoms are dis¬ 
cussed from the standpoint of symp¬ 
tomatology, etiology—both physical 
and emotional—and the therapy di¬ 
rected at these two phases. 

In children under five years of 
age, the emotional phase of the ill¬ 
ness may respond when treatment 
is directed solely to the parents. In 
older children, where physical as 
well as emotional treatment is 
needed, it is advisable to have the 
general practitioner handle the 
parents and the physical aspects of 
the disease, while another physician 
carries out the psychiatric treatment 
of the child. The reason for this is 
that painful physical treatment 
causes the average child to fear or 
dislike the doctor. This makes it im¬ 
possible to gain his confidence for 
discussion of emotional problems. 


Many physicians feel that they 
must do or give something tangible 
or their treatment is no good. They 
feel uncertain; therefore, they are 
ineffective in discussing the emo¬ 
tional aspects of the illness. Parents 
may tend to resist emotional factors 
when their child suffers obvious 
physical disorder. Reticence of chil¬ 
dren in discussing feelings in a way 
the physician can grasp may lead to 
hostility in him and only increase 
his difficulties. 

Unnecessary bluntness in telling 
parents that their attitudes are fac¬ 
tors in producing the child’s illness 
increases their resistance to these 
factors, so that they ignore the phy¬ 
sician’s advice or go elsewhere. 
Many physicians feel that emotional 
subjects are not within their scope, 
and therefore do not discuss them. 
This leads to a continuation by the 
parents of their pathologic patterns 
of behavior in dealing with the child. 

Finch, S. M.: Psychosomatic Problems in Chil¬ 
dren, The Nervous Child 9:261, 1952. 


• The author discusses the psycho¬ 
logical mechanisms used in menti- 
cide or brain washing. Russian psy¬ 
chiatry is based entirely on orthodox 
Pavlovian principle, the Soviet agen¬ 
cies accepting the fact that man can 
be conditioned and trained just as 
the Pavlov dogs were. Their aim is 
to train and indoctrinate men into 
a society of “human insects among 


whom every pattern of behavior is 
prefabricated.” 

According to Pavlovian psychol¬ 
ogy, human speech is conditioned 
reflex activity. Stimuli of the first 
order are direct and fairly simple 
while stimuli of the second order are 
weaker and more complicated. In 
the so-called second signal system, 
verbal cues replace physical ones. 

Tone and sound of the word is 
used first as a conditioning quality 
and later its symbolic and semantic 
meaning are used. Pavlov discovered 
that man even more than animals is 
related to the world primarily by 
secondary stimuli, that is, by the 
speech symbols in which he learns 
to think. Thus his behavior may be 
partially controlled by conditioning 
his reaction to these symbols. 

Conditioned behavior is very im¬ 
portant in totalitarian plans for 
political control and is not to be con¬ 
fused with persuasion and indoctri¬ 
nation. It means actual possession of 
the complicated nervous patterns of 
mind. The victims are conditioned to 
react to catch-words, verbal stereo¬ 
types, slogans, and symbols rather 
than to reality. Imprinting these 
prescribed reflexes on a mind that 
has been broken down is relatively 
simple by Pavlovian strategy. 

The system starts with verbal con¬ 
ditioning by combining the required 
verbal stereotype with negative 
stimuli such as pain or hunger, and 
positive stimuli such as food, better 
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treatment, etc. According to prisoners 
of war in Korea, hunger and food 
were the negative and positive stim¬ 
uli most often used, but there were 
also physical and moral pressures, 
chemical pressures (drugs), boring 
repetition, and confusion created by 
seemingly logical syllogisms. Mental 
breakdown was carried out syste¬ 
matically by first instilling fear and 
isolation, provoking guilt and maso¬ 
chistic submission. Rewards were 
given for “correct” behavior and 
answers. 

The author points out that some 
conditioning occurs in any society 
and that even democracies must 
guard against a compulsive regimen¬ 
tation in schools. He feels that chil¬ 
dren reared to be unquestioning, 
servile and dependent, who are 
made to feel continually guilty, can¬ 
not develop the questioning frame of 
mind, initiative and freedom which 
safeguard against conditioning. Goal- 
directed behavior in man opposes 
conditioned behavior. Even in ani¬ 
mals, spontaneous affection for the 
laboratory workers spoiled the Pav- 
lovian experiments when it caused 
sudden loss of all the conditioning 
signs—a point that escaped the Rus¬ 
sian observers. 

Meerloo, J. A. M.: Pavlovian Strategy as a 
Weapon of Menticide, Am. J. Psychiat. 110:809 
(May) 1954. 


• This article sets forth the method, 
effect and treatment of brain¬ 
washing or coercive political indoc¬ 
trination in a group of returning 
prisoners-of-war. Struck by the 
emotional isolation and apathy of 
the returnees in operation “Little 
Switch,” a period of re-orientation 


and readjustment was necessary to 
“bridge the emotional gap between 
prison and home.” Return by ship 
afforded the interlude necessary for 
this integration, which was aided by 
group sessions before embarkation 
and during the trip home. 

The repatriates were enlisted men 
below the rank of corporal, averag¬ 
ing less than 25 years of age and of . 
generally limited educational back¬ 
ground. Most had been prisoners-of- 
war for more than three years. 
Their experiences could generally 
be divided into two basic compo¬ 
nents. The first was one of marked 
physical privation and abuse at the 
hands of North Koreans; the second 
was characterized by the emotional 
stress of the Chinese indoctrination 
program. “Death marches,” depriva¬ 
tion of food, clothing and medical 
care, vicious beatings and brutal 
killings of fellow prisoners were 
common experiences. The initial re¬ 
action to this was great anxiety and 
some belligerence; later, there was 
emotional withdrawal, depression, 
and apathy. Ry October, 1951, 
Chinese forces instituted better phy¬ 
sical conditions and began the pro¬ 
gram of “brain-washing.” 

This emotional assault consists of 
three constant and simultaneous 
operations: isolation, thought con¬ 
trol, and political conditioning. Iso¬ 
lation was carried out by removing 
commissioned and noncommissioned 
officers, discouraging close personal 
bonds, giving material rewards for 
spying on fellow prisoners, under¬ 
mining identification with family, 
religion, country, etc. The technique 
for thought control usually included 
veiled threats of physical harm, non¬ 
repatriation, “logical” persuasion 


and stimulation of guilt feelings for 
previous actions. 

Political conditioning was carried 
out by lectures and compulsory 
group discussions, all characterized 
by repetitious teaching of Com¬ 
munist ideas and catch-words, de¬ 
nunciation and exclusion of opposing 
ideas, arbitrary and authoritarian 
concepts of truth and error. Through¬ 
out this program of intensive pres¬ 
sures, there was a system of re¬ 
wards for “cooperation” and punish¬ 
ments for resistance, as well as skill¬ 
ful manipulation of the group to 
control its reactions. 

Behavior of the Communist au¬ 
thorities was unpredictable—alter¬ 
nating harshness, kindness, friendli¬ 
ness, and threats, but never trust¬ 
worthy. The soldiers developed the 
same attitudes seen in children of 
inconsistent, demanding parents— 
that is, guilt, confusion, attempt at 
withdrawal and conflicts as to how 
to behave. Most men learned to 
“play it cool”—i.e., concealing 
strong feelings, “cooperating” just 
enough to get along and establishing 
some point beyond which they 
would not go in collaboration. Only 
a relative few avoided some form of 
cooperation with the enemies. One 
was the well-integrated personality 
with a strong sense of identification; 
another had a life-long pattern of 
acting out against all authorities. 
Anxiety and desire for material gain 
were important factors leading to 
collaboration. Strong political beliefs 
appeared to be of little importance. 

On release, prisoners appeared to 
be confused, unenthusiastic, vague, 
lacking in spontaneity and affect. 
Suspicion and guilt were marked. 
The guilt concerned all phases of 
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the prisoner-of-war experience from 
capture to survival, but was most 
strongly felt in the area of coopera¬ 
tion, no matter how inconsequential. 
Feelings toward the Chinese were 
ambivalent, indistinct and mildly 
expressed. Most had difficulty in 
accepting the realities of repatria¬ 
tion. Aboard ship at first they were 
sluggish; some enjoyed special treat¬ 
ment but others objected as it in¬ 
creased their feelings of helplessness. 
They tended to exclude non- 
returnees as “not having been with 
us up there.” 

Within a few days at sea, gradual 
but increasing emotional reaction 
in the form of belligerence, irritabil¬ 
ity and complaints was noted. In 
psychiatric sessions, expressions of 
hostility became more direct, especi¬ 
ally toward the Chinese; but most 
returnees were unable to deal in a 
group with their prison experiences, 
particularly the guilt-laden aspects 
of them. There were tremendous 
feelings of isolation, inability to com¬ 
municate, and anxiety about the 
future. Dependency needs were 
prominent, frequently being ex¬ 
pressed in the form of denial. Appre¬ 
hension, fear, and guilt about Com¬ 
munism remained. Most arch¬ 
reactionaries maintained a martyred 
attitude and participated only mini¬ 
mally in the group therapy. “Pro¬ 
gressives” achieved considerable ca¬ 
tharsis, their strong guilt feelings 
making the sessions welcome. 

Apathy as a defense against dis¬ 
turbing environment was very prom¬ 
inent in prisoners of World War 
II. In the Korean War, the indoc¬ 
trination program constantly exerted 
pressure for participation, making 
withdrawal impossible as a success¬ 
ful defense. These men had to walk 
a “behavioral tight-rope” compli¬ 
cated by anxiety and guilt. The 
transition from apathy to hostility 
was regarded as a favorable sign. Of 
great importance is the fact that men 
in each group had been sufficiently 
conditioned so that their prison- 
camp responses persisted even in the 
new situation. Most failed to make 
strong group identification prior to 
capture. Afterwards, shifting camps 
and prisoners, and lack of officers 
prevented formation of group feel¬ 
ings. Captors avoided direct brutality 
or hostility which could stimulate 
strong group resentment and act as a 


cohesive force, and individual isola¬ 
tion prevailed. Thus the only com¬ 
mon identity available to these men 
was that of repatriated prisoners-of- 
war. It was the only strong here- 
and-now tie and was used to fill the 
emotional vacuum experienced by 
these men. 

The author feels that this tre¬ 
mendous isolation and lack of group 
identification will affect these men 
in their future adjustment. It may 
take such forms as paranoid re¬ 
actions, confused identification, and 
inability to participate in future 
military or civilian communities. 
Certain men will exaggerate their 
prisoner-of-war identification as a 
buffer and rationalization to all 
future adjustment problems. 

Lifton, R. J.: Home by Ship: Reaction Patterns 
of American Prisoners of War Repatriated from 
North Korea, Am. J. Psychiat. 110:732 (April) 
1954. 

• Clinical, psychiatric, and experi¬ 
mental investigations point to essen¬ 
tial hypertension as a psychosomatic 
disease; but the role of the emotional 
component is poorly understood. 
Analytically-oriented studies show 
frequent and important emotional 
disorders in the hypertensive. It is 
believed that these problems stem 
from lifelong conflict between re¬ 
pressed agression and hostility and 
even more deeply repressed wishes 
for dependence and security. Real or 
threatened frustration of the depend¬ 
ency strivings leads to increased hos¬ 
tility, which requires more repres¬ 
sion. These patients often appear 
calm, self-controlled, and lacking in 
self-assertion. 

Nonanalytic observers stress the 
element of suppressed anger and lack 
of normal assertiveness, but say 
little regarding the underlying de¬ 
pendent needs. Both agree that ele¬ 
vation in blood pressure is probably 
connected with the patient’s un¬ 
expressed hostility in an unexplained 
manner. 

It is as yet unproved that most 
hypertensive patients have undue 
emotional disturbances and that 
the hypertension generally centers 
around the factors mentioned above. 
Too few cases have been studied; 
those investigated have either been 
picked at random or sent for psychi¬ 
atric consultation because of overt 
emotional difficulties. Control groups 


have not been used, and no precau¬ 
tions have been taken to guard 
against bias and preconceptions of 
the investigators. 

Gressel and co-workers studied 
hypertensive and control groups; 
they concluded that there was a 
significant correlation between hy¬ 
pertension and obsessive-compulsion 
behavior, and subnormal assertive¬ 
ness. Impulsiveness and anxiety 
showed no such correlation. The 
positive correlation existed in hyper¬ 
tension of renal origin. This admit¬ 
tedly small study shows certain 
types of emotional patterns to be 
more frequent in hypertensive 
groups than in matched controls 
suffering from organic disease or 
psychoneurosis. 

Weiss and his group, in incom¬ 
plete studies of 150 hypertensives, 
found no specific personality struc¬ 
ture or conflict but did frequently en¬ 
counter psychologic patterns which 
correspond closely to analytic data. 

The claim that hypertensive pa¬ 
tients are nervous because they are 
sick is not borne out by 100 case 
histories before and after onset of the 
disease. This review showed that 
complaints of nervousness preceded 
the elevated blood pressure in most 
of the patients. 

No reliable evidence correlates 
the onset of hypertension with pre¬ 
ceding or concomitant emotional 
stress. Evidence linking its exacerba¬ 
tions and remissions with variations 
in the patient’s life situation is more 
convincing. Reiser and his group had 
twelve cases showing the onset of 
the malignant stage of the disease 
while the patients were experiencing 
serious difficulties in their living. 
He concludes, from these and a 
larger number of less severe cases, 
that the course of the disorder ap¬ 
peared to be affected when unre¬ 
solved major conflict could not be 
handled through normal channels 
of behavior. 

Benedict states that psychother¬ 
apy has not been shown to alter the 
natural course of hypertension, but 
is of value in controlling many of its 
symptoms. This failure does not in¬ 
validate observations linking emo¬ 
tional disturbance and high blood 
pressure. 

Benedict, R. B.: Psychiatric Concepts in Essential 
Hypertension, Medical Annals of the District of 
Columbia 23:197 (April) 1954. 
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ENCEPHALITIS 

A its sequelae 
in children 


Encephalitis should be considered 
as a possible etiologic factor when 
a child exhibits “animal-like” be¬ 
havior. This behavior is represented 
by the extremely hyperactive, rest¬ 
less, destructive child with a short 
attention span — a child who is 
highly distractible and lacking in self 
control and whose behavior is ex¬ 
tremely unpredictable. 

Incidence 

Greenebaum and Laurie examined 
the cases of 2,700 children presenting 
all types of behavior problems. Of 
these 2,700 children, 78 or 2.85 per 
cent were found to have behavior 
problems of postencephalitic etiology. 
In the 78 children studied, 61 
were boys and 17 were girls; a ratio 
of 4Vi to one. This agrees with the 
two to one ratio reported by other 
investigators. The authors feel that 
behavior and personality changes 
associated with acute infections in 
contagious diseases are frequently 
overlooked. Consequently, the child’s 
history must be carefully scrutinized 
in order to relate the behavior to the 
possible encephalitic episode. 

Encephalitis and infectious diseases 

Nearly any acute infectious dis¬ 
ease may at times be associated with 
symptoms indicating involvement of 
the central nervous system. Lack of 
uniform manifestations suggests that 
the process is non-specific. 

In certain of the exanthemata, 
there are well defined pathological 
and clinical pictures. Encephalitis of 
this type often occurs after measles, 
rubella, variola, vaccinia, varicella, 
and febrile illnesses of unknown 
origin. It is most common in measles, 
and there is a suggestion that this is 
increasing in frequency. The inci¬ 
dence in 1937 was 1:15,000 as 
pointed out by Litvak; by 1941 it had 
risen to 1:1000 and in 1951, Shaw 
found an incidence of 1:616 cases. In 
smallpox the incidence of encephal¬ 
itis has been estimated at 1:2000. 
Complications of varicella and ru¬ 
bella are much smaller. Meningeal 
involvement in mumps is probably 
fairly common but fortunately the 
damage to brain tissue and the vas¬ 
cular bed is minimal. The patho¬ 
genesis in this group of encephali- 
tides is unknown but two major 
theories are usually considered: (1) 
that the encephalitis results from the 


Page 90 







virus causing the associated illness; 
(2) that the brain reponse is the re¬ 
sult of an antigen-antibody reaction. 

Whatever the pathogenic mechan¬ 
ism is, the clinical picture usually 
falls into one of three main types: 
meningo-encephalitic, encephalitic, 
or encephalomyelitic. 

Meningo-encephalitic type: The 
patient presents symptoms of men¬ 
ingeal irritation: headache, vomit¬ 
ing, stiff neck, and stiff back. There 
may be cranial nerve weakness and 
moderate to profound drowsiness. 

Encephalitic group: Presenting 
signs and symptoms are directly at¬ 
tributable to involvement of the 
brain itself. The most prominent 
symptoms are convulsions, coma, 
and cranial nerve weaknesses. 

Encephalomyelitic group: These 
patients may exhibit both brain and 
spinal cord involvement. The clinical 
findings will depend on what part of 
the cord is involved. Paraplegias, 
monoplegias, etc., are frequently 
found and the cord involvement may 
dominate the picture. 

Prognosis varies according to the 
associated disease. With regard to 
measles, the mortality rate may 
range from nine to 45 per cent; the 
sequela rate has been reported as 
high as 45 per cent also. The prog¬ 
nosis in varicella is better than in 
measles and in mumps is usually 
considered good. 

Epidemic encephalitis 

This disease may occur at any 
age from early infancy to late life. 
The etiologic agent is not known. 
The outstanding pathological changes 
are in the midbrain and basal gan¬ 
glia although any part of the central 
nervous system may be affected, re¬ 
sulting in an almost unlimited var¬ 
iety of clinical manifestations. 

Encephalitis may begin abruptly 
or be ushered in with prodromata of 
headache, stomach-ache, pain in the 
extremities, irritability, upper respir¬ 
atory infections, and mild meningeal 
symptoms. 

The disease itself seems to fall 
into one of three patterns: lethargic- 
ophthalmoplegic, irritative-hyperkin¬ 
etic, and atypical forms. 

Lethargic-ophthalmoplegic form: 
This form is characterized by som¬ 
nolence and ocular palsy. The 
patient may sleep for days or weeks. 
The depth of sleep may vary from 


drowsiness to coma. Delirium may 
accompany the lethargy and hallu¬ 
cinations may occur. Ptosis, strabis¬ 
mus and nystagmus are not unusual. 
Involvement of the ocular nerves 
occurs in 50 to 90 per cent of the 
patients; seventh nerve palsies are 
next in reported frequency. Although 
the lethargic state is usually a single 
episode, it may take a relapsing form. 

Irritative-hyperkinetic form: Pa¬ 
tients may develop this form as the 
only initial feature of encephalitis. 
But the irritative-hyperkinetic form 
occasionally emerges from the lethar¬ 
gic state. Abnormal muscular con¬ 
tractions range from tics to convul¬ 
sive seizures. Choreiform and athe¬ 
totic movements are seen. The dis¬ 
order may be restricted to individual 
muscles or involve only a single 
limb, but can affect one side of the 
body, or the entire body. 

Atypical forms: These forms of 
encephalitis deviate widely from the 
classical patterns. The acute stages 
may be so mild and unobtrusive as 
to make diagnosis impossible until 
the typical sequelae appear. Over¬ 
talkativeness and overactivity may 
follow the acute stage. Following his 
recovery from the primary disease, 
the patient may develop a variety of 
neurologic, metabolic or mental 
symptoms. These symptoms are the 
result of the original damage. 

Other forms of encephalitis 

In addition to the two types dis¬ 
cussed above, there are the encepha- 
litides caused by tubercule bacilli or 
Treponema pallidum and those ac¬ 
companying poliomyelitis, or rabies. 
Another type, termed encephalo¬ 
pathy, may result from physical 
trauma, toxins, or deficiency diseases. 

Postencephalitic syndromes 

Postencephalitic syndromes may 
fall into three groups: (1) neurologic: 
Parkinsonism, hyperkinesis, paraly¬ 
sis, convulsions. (2) vaso-vegetative: 
endocrine syndrome, vasomotor dis¬ 
orders. (3) psychologic: behavior 
disorders, intellectual deficit. 

Neurologic group: Neurologic ab¬ 
normalities were seen in all except 
22 of the cases reported by Greene- 
baum and Lurie. These involved 
both pyramidal and extrapyramidal 
systems. Ocular symptoms were 
present in 16 patients. Three chil¬ 
dren had petit mal attacks, six had 


grand mal seizures, and seven had 
symptoms of Parkinsonism. Electro¬ 
encephalograms were done on 15 
patients. Of these, eight showed ab¬ 
normal tracings typical either of 
epilepsy or generalized cerebral dys¬ 
rhythmia, a characteristic of psycho¬ 
motor disturbances. 

Parkinsonism develops in about 
50 per cent of encephalitic adults but 
is less frequent in children. During 
the acute stage some degree of rigid¬ 
ity and mask-like facies may be seen 
but these usually recede to the nor¬ 
mal. Later, typical paralysis agitans 
develops. Prognosis for the Parkin¬ 
sonism group is not favorable. 

Tics, choreiform and athetoid 
movements are principal hyperkin¬ 
etic sequels. These may be twitching 
of the shoulders, grimacing, spitting, 
picking at the nose, puffing and sigh¬ 
ing. Respiratory disorders of rate and 
rhythm or tics such as yawning, 
hiccups or spasmodic coughing are 
seen. Oculogyric crises are much less 
frequent in children than in adults. 
Another outstanding characteristic of 
postencephalitic children is an “or¬ 
ganic driveness.” These children are 
constantly on the move in either 
purposeful or aimless behavior. 

Vaso-vegetative sequelae: A rapid 
gain in weight is usually the first 
indication of the vaso-vegetative pro¬ 
cess. Other residua which have been 
reported include diabetes insipidus, 
dystrophia adiposo-genitalis, sexual 
precocity, and severe hypertrichosis. 

Psychological sequelae: Children 
with these postencephalitic effects 
are difficult to handle. Altera¬ 
tion of the personality occurs follow¬ 
ing the acute stage of the disease. 
In most instances, the child’s parents 
and teachers fail to connect the per¬ 
sonality and behavior changes with 
the encephalitic episode. Even stran¬ 
ger is the fact that the physician and 
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the psychiatrist sometimes fail in this 
respect also. Children normally man¬ 
ageable and conforming, become 
restless, intractable, and manifest 
antisocial tendencies. They become 
aggressive, explosive, and rapidly 
change their goals. This behavior 
makes adherence to routine impos¬ 
sible and the child’s school work 
suffers even when he has sustained 
no intellectual damage. Rage reac¬ 
tions and the use of profane langu¬ 
age are not uncommon. The child 
may lie, steal, or wander away from 
home. Punishment or reward have 
only temporary effect. The children 
do recognize their misbehavior and 
apologize for it, often saying that 
they cannot help it. Their regrets 
and promises for reform are only 
transitory and the impulsive be¬ 
havior continues. The affect is very 
labile and moodiness and hostility 
alternate with tenderness and con¬ 
trition. Sex delinquency is fairly 
common. Paranoid trends may de¬ 
velop. The behavior bears no direct 
relationship to the severity of the 
physical condition except that a 
slowed, Parkinsonian child exhibits 
less drastic and violent behavior. 

Intellectual loss occurs in some 
children. Kanner is of the opinion 
that impairment of intellect can be 
shown by Binet test in the majority 
of cases, particularly if the disease 
occurred during the first two or 
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individual personalities are not rig¬ 
idly restricted to either of these an¬ 
tithetical types at all times. Since 
this division expressed only the ex¬ 
tremes of behavior in direct relation 
to environment and in secondary 
relation to environment, it had to be 
modified or expanded. Jung, there¬ 
fore, further subdivided personality 
types into eight categories. These 
subtypes were predicated on intro¬ 
verted or extroverted relationships 
to four fundamental psychological 
functions. These basic functions were 
thinking, feeling, sensation, and in¬ 
tuition. In each of these functions 
the individual’s attitude and conse¬ 
quently his behavior might be 


three years of the child’s life. When 
encephalitis occurs later in life, there 
is further, partial development of 
intellect and capacities while some 
previous acquisitions drop out. 
Greenebaum and Lurie found that 
the abnormal behavior fell into three 
general types: simple behavior dis¬ 
turbances, psychopathic behavior, 
and psychotic reactions. 

' Simple behavior disturbances in¬ 
cluded restlessness, hyperactivity, 
and temper tantrums. The children 
were noisy, domineering, agressive. 
Lying, stealing, truancy and enuresis 
were frequent. 

Children in the psychopathic group 
gave the impression of being intel¬ 
lectually dull although tests revealed 
normal or even above normal I.Q.’s. 
They were asocial, concentrated 
poorly, and were either unwilling or 
unable to carry out instructions. 
They too were extremely restless 
and hyperactive. Their behavior was 
often deliberately vicious, cruel, and 
abusive to other children and their 
unpredictability was outstanding. 
Night terror, sleep walking, breath¬ 
ing difficulties and habit tics were 
also seen frequently. 

The psychotic group was even 
more severely disorganized. In fact, 
the children were impossible to con¬ 
trol. Their personal appearances and 
habits were slovenly. Moodiness, cry¬ 
ing spells, irrelevant talk, outbursts 
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preponderantly introverted or extro¬ 
verted. Jung believed these person¬ 
ality types to be innate patterns of 
behavior. When any individual sup¬ 
pressed or reacted at variance with 
his basic inclinations, or, conversely, 
when he adhered too closely to such 
characteristics, abnormality resulted. 

In 1948 the C. G. Jung Institute 
Zurich was founded, with a teach¬ 
ing staff instructed by Jung him¬ 
self. The psychiatrist is now retired 
but he continues to direct the in¬ 
stitute and to write on the subjects 
of his varied interests, such as 
alchemy and religious psychology. 
He and his wife, who is also a psy¬ 
chiatrist, live near Zurich, where 


of screaming and senseless laughter 
were often present. Hallucinations 
were not uncommon. 

Therapy 

Reports of social and medical 
therapy are highly disappointing. Of 
the 78 cases reported by Greenebaum 
and Lurie, only twelve children were 
considered adjusted—nine boys and 
three girls. The authors believe that 
failure of social therapy and psycho¬ 
therapy is not attributable to faulty 
technique but rather to the fact that 
the psycho-pathological symptoms 
are primarily the result of neuro- 
pathologic changes. 

Phenobarbital tends to increase 
the symptoms but at times the anti¬ 
convulsant drugs—Dilantin, Mesan- 
toin, Tridione, Phenurone, etc.—may 
be of help either alone or combined 
with the amphetamines. In the more 
severe cases, institutionalizing the 
child appears to offer the best solu¬ 
tion for both him and his family. 
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question: What are the psychiatric 
theories dealing with frigidity in the 
female? 

answer: Psychoanalytic theories re¬ 
garding sexual frigidity in the fe¬ 
male have undergone considerable 
and progressive revision since Freud 
first propounded his formulations 
regarding “vaginal orgasm.” Psy¬ 
chiatrists today are inclined to be¬ 
lieve that no such thing as “vaginal 
orgasm” exists in the female. Orgas¬ 
tic potency is influenced by both 
physical and psychological factors, 
and when it is achieved it is a total 
reaction in the female, just as it is 
in the male. The earlier theory that 
the zone of sexual primacy shifted 
from the clitoris to the vagina with 
the attainment of sexual maturity is 
now in doubt. Anatomical and phy¬ 
siological studies reveal that there 
are no significant nerve centers lo¬ 
cated in the vagina, that the plexus 
of nerves concerned with erotic 
stimulation is centered in the clitoris 
and without adequate stimulation of 
this area, orgasm becomes increas¬ 
ingly difficult for the woman to 
attain. It is true that there is also a 
large psychological factor involved 
in the attainment of orgastic potency 
in the female. She is often psycho¬ 
logically hampered by feelings of 
guilt which attach to clitoral stimula¬ 
tion, since this area usually plays a 


major role in the masturbatory 
practices of childhood. However, if 
she is helped to understand that the 
glans clitoridis in the female corres¬ 
ponds neurologically to the glans 
penis in the male, and is of major 
importance in adult sexual relations, 
this can be of considerable benefit. 
It will not help the woman of low 
sexual responsiveness to instruct her 
that the vagina is considered the only 
proper erogenous zone for sexual 
stimulation. 

Reference: Marmor, J.: Some Consideration Con¬ 
cerning Orgasm in the Female, Psychosomatic 
Med. 16:240 (May-June) 1954. 

question: How can a physician as¬ 
sure that his patient will follow 
through when referred for psychi¬ 
atric treatment? 

answer: It is unfortunately true that 
many patients, particularly those 
suffering from psychosomatic dis¬ 
orders, will doggedly evade any at¬ 
tempt to provide themselves with 
psychotherapy at the hands of a 
specialist in psychiatry. According to 
Berlin, “it is estimated that more 
than 50 per cent of patients with 
psychosomatic disorders fail to follow 
through on referrals for psychiatric 
treatment.” 

In attempting to examine the rea¬ 
sons for this unbounded reluctance 
on the part of these patients, Berlin 


reviewed his experience with re¬ 
ferred patients over a period of five 
years. An attempt was made to de¬ 
termine the factors which influence 
the patient’s decision to accept or to 
reject the proposed psychiatric re¬ 
ferral. 

The transference situation with 
the referring physician apparently 
is of prime importance in determin¬ 
ing whether or not the patient will 
accept referral. Too often, the phy¬ 
sician may fail to appreciate the de¬ 
gree of dependency involved in the 
patient’s relationship with him. 

From the patient’s standpoint, a 
considerable investment may have 
been made already in establishing 
rapport with the physician of his 
choice. Once having acquired a warm 
and personal relationship with his 
“own” physician, the patient may be 
inclined to feel exceedingly rejected 
if an attempt at referral is made. 
This feeling of rejection can usually 
be forestalled, however, if the refer¬ 
ring physician assures him that he 
will carefully follow the progress of 
his case. If the referral is referred 
to as “consultation,” the patient will 
not feel that he has been dropped, 
and feelings of rejection are less 
likely to develop. 

Reference: Berlin, I. N.: Some Reasons for 
Failures in Referral for Psychiatric Care .of 
Patients with Psychosomatic Illnesses, Ann. Int. 
Med. 40:1165 (June) 1954. 
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Every physician treating patients 
is doing psychotherapy constantly, 
whether he is aware of it or not. De¬ 
spite its association in the minds of 
some people with a semi-mystical 
ritual, an analyst’s couch, or a hyp¬ 
notist’s penetrating gaze, psycho¬ 
therapy in its full sense simply 
means the use of psychological forces 
intended to alter favorably the pa¬ 
tient’s behavior. Other means used 
by the physician to influence the 
human organism he treats include 
direct manipulation, physical forces 
such as x-ray and ultraviolet light, 
chemicals, biologicals, etc., and in 
appraising the effects of all of these 
it is necessary to recognize and eval¬ 
uate the psychological influence. 
Therefore, psychotherapy is a part, 
explicitly or implicitly, wittingly or 
unwittingly, of all treatment. A 
significant difference sets the psy¬ 
chological forces apart from the 
others. This is the fact that the 
potency, and therefore the effect, of 
these forces depends on the emo¬ 
tional meaning and significance to 
the patient of what is being done. 
Whether it be a surgical procedure, 
an injection of some drug, or a subtle 
thing like a gesture or tone of voice, 
the psychological effect is deter¬ 
mined by what it means to the pa¬ 
tient, not by the physician’s private 
judgment of his procedures. Any 
successful psychotherapy requires 
that this be kept in mind. 

Psychotherapy may be arbitrarily 
divided into two fundamental types: 

(1) deep or uncovering therapy; and 

(2) superficial or supportive therapy. 
In the first type it is the aim of 
treatment to make the patient aware 
of his unconscious emotional con¬ 
flicts and to eradicate the deepest 
sources of his neurotic or immature 
behavior. This implies an attempt 
to effect fundamental and far- 
reaching changes in the patient’s 
emotional patterns, and therefore re¬ 
quires skills and techniques avail¬ 
able only to the trained specialist. 
The second category, supportive 
therapy, has much wider applica¬ 
tion, and utilizes a number of tech¬ 
niques that virtually all physicians 
can master. 

Although they merge into one 
another, there are several basic 
methods in which psychological 
forces may be used for supportive 
therapy. The following ones will be 



considered in some detail: (1) estab¬ 
lishing the relationship; (2) reduc¬ 
ing environmental stress; (3) pro¬ 
viding outlets for emotional energy; 
(4) direct interview-discussions with 
the patient. 

Establishing the relationship 

A painstaking, thorough history, 
followed by a methodical and com¬ 
plete physical examination, sets the 
stage for all future handling of the 
patient. These procedures are psy¬ 
chotherapeutic in themselves, and 
in addition enable the physician to 
be definite, positive, and to the point 
in appraising the patient’s physical 
status. It is unwise to give an 
anxious, insecure person reassurance 
that he is physically healthy on the 
basis of snap judgment or cursory 
examination. Even if the physician 
feels certain in his own mind that 
a detailed examination will reveal 
nothing, he should reserve any state¬ 
ment of opinion until after the ex¬ 
amination is done. Pertinent labora¬ 
tory studies should of course be 
made, but except in instances where 
there is clear medical indication for 
them the physician should not yield 
to the patient’s anxiety by ordering 
an interminable series of further 
diagnostic studies. 


Having established a firm and 
reasonable basis for the patient’s 
confidence in the physician’s judg¬ 
ment, the next step usually consists 
of an informal discussion of the find¬ 
ings. Where there are no physical 
abnormalities, or where physical 
findings do not account adequately 
for the symptomatology, the physi¬ 
cian may say something to the effect 
that a really complete examination 
requires looking into possible emo¬ 
tional causes for the trouble. A 
simply worded explanation of the 
physical components of emotion, us¬ 
ing such common examples as blush¬ 
ing, fright, disgust, etc., helps put 
the patient at ease and promotes the 
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feeling his symptoms are considered 
real, not imaginary, even if he is 
physically sound. Good points of de¬ 
parture for this phase of discussion 
may have been noted in the history¬ 
taking. An attitude of “let’s see what 
we can find out” pays off more than 
a flat “your trouble is only nerves.” 
Once the patient has begun to talk 
about himself and ask some ques¬ 
tions, the physician may be able to 
help a lot with plain factual informa¬ 
tion. Physicians have a great deal of 
knowledge about the normal or 
essentially insignificant variations in 
human behavior; daily use of this 
knowledge often leads them to take 
it for granted and to forget that 


many patients, even highly intelli¬ 
gent and well-educated ones, may 
not have access to it. 

Reducing environmental stress 

Temporary measures to lessen 
responsibiliites often give patients a 
chance to regain their equilibrium. 
The physician may be able to help 
in getting a temporary change in job 
duties, or he may prescribe a tem¬ 
porary arrangement for the care of 
children outside the home to relieve 
stress on the mother. In handling 
marital problems it is occasionally 
worthwhile to consider a brief sepa¬ 
ration for medical reasons, especially 
when both partners are being con¬ 
tinually provoked to impulsive, re¬ 
taliatory behavior. Sometimes a va¬ 
cation or visit to relatives may help 
a patient, but in these instances the 
physician should have positive rea¬ 
son to believe a real reduction in 
stress will result before such is pre¬ 
scribed. Hospitalization is often use¬ 
ful for the sole purpose of getting the 
patient away from the disturbing 
environmental situation. 

Sometimes a mildly depressed pa¬ 
tient with some obsessional tenden¬ 
cies can be helped by prescribing a 
rigid daily routine, with some 
definite activity outlined for each 


hour of the day. Indecision and 
vacillation often play a large part 
in such patients’ disturbance, and 
they may be made more secure by 
being temporarily relieved of having 
to make decisions about anything. 

A more lasting reduction in stress 
may be attempted by such devices 
as conferences with other important 
persons in the patient’s life, encour¬ 
aging understanding and promoting 
more healthy attitudes toward the 
patient. This is greatly relied on in 
handling emotional problems of 
children where the crucial work 
must often be done with one or both 
parents. Career changes, moving 
away from disturbing relatives, and 
similar moves also come in this 
category. However, these changes 
should be made only after the emo¬ 
tional situation is well surveyed and 
seem to serve a real therapeutic pur¬ 
pose, not merely an escape. The phy¬ 
sician should suggest such changes 
only after as much consideration as 
he would employ before suggesting 
major surgery. It is always best to 
assist the patient in his own decision 
in matters of importance but there 
are times, especially in dealing with 
passive, indecisive patients when the 
physician may take a more authori¬ 
tative stand. 

Providing outlets for emotional energy 

The goal here may be general or 
specific. Among useful devices for 
general emotional outlets are the. 
time-honored occupational therapy, 
recreation, social activities, hobbies, 
and the like. Where the physician 
recognizes the predominance of a 
specific emotion he may be able to 
prescribe outlets for its expression in 
socially acceptable ways. For ex¬ 
ample, to drain off aggressive or 
hostile impulses such things as com¬ 
petitive sports, boxing, bowling, dig¬ 
ging in a flower graden, etc., are 
often useful. A depressed patient 
with a lot of guilt feelings may get 
some relief from being assigned 
menial tasks which serve his need 
for self-punishment. A spinster with 
no outlets for her mothering im¬ 
pulses may be advised to do com¬ 
munity work with children. Or the 
patient may be encouraged to de¬ 
velop compensatory skills and talents 
to counterbalance inferiority feel¬ 
ings. The physician himself, pro¬ 
vided he is fully aware of it and 
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feels that self-reliance is unattain¬ 
able for the patient, may foster de¬ 
pendency by taking a paternal, pro¬ 
tective role; a specific need is thus 
served. Whenever dependency is 
encouraged, one must be prepared 
for a certain amount of illogical and 
potentially frustrating behavior on 
the part of the patient, who may 
proceed to “act out” with the physi¬ 
cian some of the old emotional prob¬ 
lems which he had experienced with 
his parents. 

Actual interview techniques 

The procedures outlined above 
have to do primarily with the pa¬ 
tient’s general life-situation. In the 
direct contacts the physician’s prin¬ 
cipal role is that of a sympathetic, 
unbiased listener. Just having some¬ 
one who will hear him out and not 
inject critical or moralizing com¬ 
ments may be a new and strength¬ 
ening experience for the patient. 
Also, the physician, if he himself is 
reasonably mature, makes no emo¬ 
tional demands on the patient to 
complicate the picture—unlike most 
of the patient’s usual contacts. Con¬ 
fession, ventilation, abreaction—all 
these terms are seen in psychiatric 
literature and essentially denote the 
process of “getting it off your chest.” 
The physician should be aware that 
it is the expression of feeling which 
matters; the patient may feel better 
after an interview in which little of 
apparent significance was said but 
copious tears were shed; conversely, 
a disclosure of emotional problems 
related without expression of feeling 
may gain nothing even if it gives a 
“textbook picture” of intellectual 
understanding. With this in mind 
one should practice listening for the 
emotional content of what is being 
said. For example, with a patient 
who is obviously depressed and who 
is talking about being unable to get 
anything accomplished and having 
no interest in things, some comment 
like “you’re feeling pretty low, 
aren’t you?” is more apt to further 
the emotional abreaction than is a 
question directed to what was being 
said. 

Going a step further than the 
“confessional” type of interview is 
a systematic study of present and 
past life situations in relation to 
symptoms. One is, of course, looking 
for some sort of pattern, and it is a 


good general principle to try to let 
the patient make the discoveries him¬ 
self. It may be obvious to the phy¬ 
sician after one interview that Mrs. 
X’s stomach upsets always occur 
after her mother-in-law’s visits; if 
the patient does not see the connec¬ 
tion spontaneously one should point 
it out only when it is felt the patient 
is close to realizing it or is emotion¬ 
ally ready to accept it. Here is a 
point where the art of psychotherapy 
comes in, in the sense of timing of 
interpretations. 

In supportive therapy, interpreta¬ 
tion actually plays little part. Some¬ 
times the physician may suggest cer¬ 
tain possible hypotheses to the pa¬ 
tient, but he should do it in a tenta¬ 
tive way and drop the point if 
it is not accepted. One would never 
interpret unconscious feelings of the 
patient; the more accurate such an 
interpretation the more devastating 
it is apt to be. It is a good general 
practice to shift the subject if the 
patient begins to show marked 
symptoms of anxiety of more than 
fleeting duration. It is necessary to 
respect the patient’s reticence to go 
into certain areas of discussion, no 
matter how important the physician 
may feel the subject to be. Nothing 
of therapeutic value is ever gained 
by bulldozing or intimidating a pa¬ 
tient into revealing material. 

Even for the exceptionally mature 
physician it is next to impossible to 
do effective psychotherapeutic in¬ 
terviewing with a patient he does 
not like. Such situations of course 
do arise; if it is felt that interview 
therapy is necessary, one should 
refer the patient to someone else. 

Selection of cases 

Only broad general principles can 
be briefly outlined regarding the 
selection of appropriate cases for 
psychotherapy by non-psychiatrists. 
The general practitioner must often 
try to manage a patient he fully re¬ 
alizes should be referred. Where it 
is apparent that the care of a special¬ 
ist is needed but for practical reasons 
one cannot arrange it, it is best to 
limit therapy to maintaining a 
friendly relationship, allowing the 
patient to ventilate his feelings, keep¬ 
ing the environmental stress to a 
minimum, and using mild sedative 
drugs judiciously. The severely de¬ 
pressed patient should be handled 


by the general practicing physician 
only when it is impossible to make 
other arrangements, and the family 
should be warned of the ever-present 
suicidal risk. One should learn to 
detect the ambulatory schizophrenic 
and avoid any probing therapy with 
this group, since it is fairly easy to 
precipitate a panic state or an ex¬ 
acerbation of the psychotic process. 

The major field of the general 
practicing physician for the use of 
psychotherapy is with essentially 
normal individuals undergoing acute 
emotional crises and with the mild 
to moderately severe neurotic re¬ 
actions. Acute anxiety reactions, 
mild depressions, and the emotional 
reactions associated with somatic 
symptoms (digestive tract, cardio¬ 
vascular system, etc.) are generally 
favorable cases. In estimating the 
patient’s suitability for therapy one 
considers intelligence, previous level 
of adjustment, duration of symp¬ 
toms, age, life situation, and degree 
of adaptability or flexibility. Some¬ 
times one finds pathogenic factors 
in a patient’s life situation that are 
simply unalterable, and there are 
undoubtedly times when the physi¬ 
cian must accept the fact that the 
patient’s neurosis is the best “solu¬ 
tion” available. The goals of therapy 
would obviously be limited in a 
patient with a fixed, unchanging 
pattern of symptoms of many years’ 
duration, or in a patient who had 
never succeeded in approaching an 
adult level of adjustment. 

If the physician fully accepts and 
keeps in mind the fact that much 
of human behavior is motivated by 
forces beyond conscious control he 
will be able to set realistic and 
limited goals in psychotherapy. The 
goal of every physician is to be able 
to restore his patient to full health, 
but in the realm of emotional illness 
as in the rest of medicine that goal 
is often unattainable. In the more 
modest but no less vital service of 
relieving pain and suffering, sup¬ 
portive psychotherapy will always 
play a large part. 
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Maintenance oL Mcntafi HeafifJt 


It has often been noted that the dictator is 
emotionally unstable, with a morbid drive for power 
overshadowing the welfare of the people. If a nation 
is to be stable, its people must be reared from youth 
to assume that responsibility for freedom. Dr. Ewen 
Cameron, former president of the American Psychi¬ 
atric Association, has observed: 

“Of the many gains which we have made in recent 
years, one of the most important for us to bear in 
mind is our knowledge that hostility and anxiety 
are both manifold in their expressions and most 
virulently contagious. We must be unrestingly alert 
to protect ourselves against such contagion by hos¬ 
tility and anxiety, forces which our long history have 
shown to have been far more destructive of human 
life than any plague.” 





















As Kierkegaard wrote many years before Freud, “And no 
Grand Inquisitor has in readiness such terrible tortures as has 
anxiety, and no spy knows how to attack more artfully the 
man he suspects, choosing the instant when he is weakest, nor 
knows how to lay traps where he will be caught and ensnared, 
as anxiety knows how, and no sharp-witted judge knows how 
to interrogate, to examine the accused, as anxiety does, which 
never lets him escape, neither by diversion nor by noise, 
neither at work nor at play, neither by day nor by night.” 


Soren Kierkegaard 
The Concept of Dread, 1844. 






